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SCAN travelling fellowships in 
service innovation launched 


T he current demands on 

specialists often make it difficult 
to find time to attend to one’s 
personal development plan; 
something which the SCAN Travelling 
Fellowship in Service Innovation aims to 
tackle. “This is a fabulous opportunity for 
those of us who are isolated,” said one 
consultant working in Yorkshire. Dr Eilish 
Gilvarry, Chair of the Faculty for 
Substance Misuse, Royal College of 
Psychiatrists agreed, saying: 

“The scheme will allow the sharing of 
ideas and good practice, which are the 
cornerstones of the network. Specialists 
will be afforded time to critique current 
practice and refresh their thinking, which 
can only be positive for patients and 
practitioners - something we can all 
support”. 
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SPECIALIST CLINICAL ADDICTION NETWORK 


Following SCAN’s successful 
submission to the Department of Health, 
the fellowship scheme will be launched at 
the Addiction Faculty Meeting in 
Cambridge in May 2005. This will enable 
the development of good practice within 
the speciality. The majority of Addiction 
Specialists work as the sole addiction 
consultant in an NHS Trust, with limited 
support being available particularly 
related to the development of their 
practice. 

Reflection and re-evaluation 

It is acknowledged that there are often 
diverse approaches to practice across the 
field with many specialists feeling isolated. 
This can result in some feeling 
underdeveloped and out of touch with 
current developments and trends in the 
provision of treatment and new research. 
Our recent survey of specialists 1 revealed 
that many required assistance in sharing 
good practice, learning from colleagues 
and building support networks. 

Visits to other centres can provide an 
appropriate opportunity for motivated 
individuals to reflect, appraise and re¬ 
evaluate their practice. Other specialties 
have identified that such schemes are 
beneficial in career planning 2 and 
specialist training^. The National 
Leadership Programmes facilitated 
through the NHS offers opportunities for 
participants to visit alternative service 
areas (nationally/internationally). Service 
areas visited are usually selected on the 
basis that they demonstrate examples of 
acknowledged good practice. It is 
therefore the intention of the fellowship 
to enable specialists in the field to visit 
other centres in the UK and further afield 
to develop networks of support and share 
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EDITORIAL: COLIN DRUMMOND 


ELECTION SPECIAL! 

BY the time this issue of SCANbites 
hits the news stands we will be in 
the throes of a general election: a 
time of great excitement when 
hopes of change and new 
beginnings are high, and the harsh 
spotlight of the media falls on party 
manifestos. 

Of course, SCANbites’ editorial 
policy is not to endorse any 
political party. 

However, since it is almost 
impossible to find a difference 
between what the political parties 
stand for, it probably would not 
make a difference if we did! For 
those of you who share my sense 
of ennui about the whole election 
bandwagon, this issue of 
SCANbites will come as some relief 
by discussing issues that actually 
matter to the addiction field. 

Bob Patton reports on what can 
be done to help people with 
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INTERVIEW 


The diverse world of addiction medicine and 
the politics of treatment 

Professor John Strang is Director of the National Addiction Centre at the Institute of Psychiatry and the Clinical Director of the 
Drug, Alcohol and Smoking Cessation Services of the South London and Maudsley NHS Trust. John is also the chair of the SCAN 
Steering Group and has helped shape the SCAN agenda. With some 25 years’ experience, John has seen a lot of change in the 
treatment field - and in society’s approach to the issue of addiction. Interview by SCANbites Features Editor, Meredith T. Mora. 


MM What is your sense of the 
developmental issues for the 
treatment field? 

JS One of the key developmental 
issues for the future is going to be 
how to integrate healthcare 
professionals from different 
original backgrounds and from 
related areas. It is interesting to 
see countries that have well- 
developed services with people 
with clear expertise who happen 
to be from different disciplines. 
There’s richness to this - it’s 
certainly not something to be 
resisted. I think it translates what 
otherwise is a black and white 
picture into something that’s full 
of colour. 

The common feature is the 
interest in addictions and hence 
what should be defining 
‘specialist’ in the addictions field 
is that specialist commitment. An 
example to look at is what 
happens in Australia where 
they’ve set up a Chapter in 
Addiction Medicine as part of their 
College of Physicians. They’ve 
identified the concept of being a 
‘specialist’ in the addictions field 
and a core set of knowledge and 
skills that are required for you to 
have that status, rather than a 


particular area of medicine. In 
that mechanism, they’re able to 
accommodate the wide range of 
people in Australia working in the 
addictions field... and that’s 
missing here in the UK. 

MM In such a diverse field, how 
can one apply the term ‘specialist’ 
in a meaningful way? What does 
‘specialist’ mean in a broader 
sense? 

JS Given the strange nature of the 
field itself, and some of the 
unusual career development 
pathways taken, I think we have a 
significant number of people in the 
broader field who don’t fit tidily 
into existing categories. I think we 
have to be much more imaginative 
about how to include them within 
either SCAN’s activities or other 
activities because they too have 
training needs, professional 
development needs, and the need 
to establish peer groups and 
colleagues. I wouldn’t be putting 
that forward as an argument 
against the importance of the 
consultant grade and the CCST 
status - I see that as very important 
- but I do see the need to 
recognise the special contribution 
that some clinicians make who got 


to where they are today by a 
slightly more unusual pathway. 

MM Should they get there through 
other measurable levels of 
competence? 

JS Within addiction psychiatry, I 
think we need to be more explicit 
about the fact that we are a 
heterogeneous group with 
different degrees of interest and 
expertise in the addictions field; 
some of us are substantially skilled 
within a wider general psychiatry 
context, whilst others of us are 
extremely skilled more specifically 
within the addictions field. 

That gradation does exist but 
it sometimes gets blurred and so 
within addiction psychiatry - and 
also within addiction general 
practice and addiction psychology 
in a similar way - we need to have 
descriptive terms for people with 
different levels of competence and 
commitment and expertise. I 
think it makes the dialogue much 
more meaningful. In the Orange 
Guidelines, we found ourselves 
having to develop a language for 
discussing different types of 
treatment, doctors and levels. I 
think we’re still grappling with that 
and applying it within our area. 


MM What is your sense of 
current political messages with 
regard to addiction treatment? 

JS I do have some worries about 
the uncritically positive view that 
is out there. The term ‘Treatment 
Works’ has become like a sound 
bite that is trotted out by 
politicians who appear on 
Newsnight or Richard & Judy, etc 
saying “every £1 spent on 
treatment gives £3 of saving” but 
of course it’s a lot more complex 
than that. We now have very 
encouraging evidence that some 
types of treatment works very well 
with some types of people who’ve 
got particular types of problems, 
but almost certainly there are 
some problems for which we 
really don’t have a great deal to 
contribute. So, the optimism is 
justified provided you realise that 
it’s not a blanket approval. It 
would be absurd to say ‘treatment 
works’ if you applied it in other 
areas of medicine, e.g. ‘surgery 
works’; surgery only works if it’s 
applicable to what is wrong, if the 
surgeon is technically skilful and if 
s/he has a team who know how to 
maximise the benefit that surgery 
gives. 

I also have more specific 
worries. Part of the challenge for 
us for the future is to work out 
how to embed the large amount 
of prescribing that goes on in UK 
drug treatment with psychosocial 
and other interventions, to 
enhance the benefit that comes 
from it. I do sometimes worry 
that we are simply rolling out 
more and more prescriptions... 

MM What about other political 
priorities and how they affect 
treatment delivery? 

JS I can understand why the 
crime and public disorder agenda 
is so prominent. However, I’m 
astonished that public awareness 
of the health agenda has slipped 
down so far. In the late 1980s and 
early 1990s, when we were really 
focused on the challenge that HIV 
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brought to the substance misuse 
field, I don’t think I would have 
believed that 10-15 years later it 
would have been demoted to such 
an extent and virtually eclipsed by 
the crime agenda. That’s not to 
say that the crime agenda isn’t 
important, but the HIV and 
Hepatitis C and B health agendas 
are no less significant and yet 
you’d think they had disappeared 
from the way the public view the 
problem and from the absence of 
coverage in parliamentary debate. 

MM Do you have any concerns 
for the role of addiction 
psychiatry? 

JS I think it would be a great pity 
if addiction psychiatry allowed 
itself to be boxed in to just do 
those things that are very 
‘psychiatric’. I would kick against 
that because it’s the breadth of the 
area that I find interesting and 
challenging. If I discovered that 
my demarcation meant that I 
wasn’t allowed to stray outside the 
dual diagnosis or solely medical 
management of a condition, I’d 
find it very frustrating and much 
less rewarding. So, I think there 
are some very important issues to 
grapple with at the moment about 
what defines addiction psychiatry. 

I think there’s a danger that it 
could become restrictive, and we 
could find ourselves marginalised. 
It would be a retrograde step if 
addiction psychiatrists allowed 
themselves to be restricted to just 
dealing with the floridly 
psychiatric aspects of addiction 
disorders. 

MM So, a salient issue for 
addiction psychiatrists is around 
keeping the role broad? 

JS Definitely. The other area that 
I think we have to guard carefully 
in the UK is the balance between 
uniformity of practice, where we 
have a clear vision of what 
practice should be like, and on 
the other hand fostering 
innovation and the individual 
tailoring of treatment. I think we 
need to steer a path between the 
two extremes. As somebody 
who’s associated with the ‘Orange 
Guidelines’, I think they’re a very 
good thing... but they’re 
guidelines - they are there to 
inform the practitioner about the 
straightforward provision of care. 
They’re useful to a clinician 
because if you step significantly 


away from that practice, warning 
bells should be ringing and you 
should be asking yourself “am I 
sure that I’m right to step so far 
outside ordinary practice?” That’s 
not to say you shouldn’t do so, 
but the more you’re stepping 
away from recognised practice, 
the more you should be 
questioning your own judgement 
and ensuring that what you’re 
doing is right. Within a climate of 
greater clarity about good clinical 
practice, and consequently greater 
uniformity, it’s very important that 
we are still able to have well 
described and carefully 
constructed explorations of 
different, novel, and alternative 
ways of delivering treatment. 

MM Finally, what are your hopes 
for the future role of addiction 
psychiatry? 

JS With the huge expansion we’re 
due to see over the next few years, 
I hope to see more addiction 
psychiatrists take on a leadership 
role in the development of very 
diverse services in their locality - 
and certainly beyond the services 
they directly provide. That’s what 
I’ll be excited to see in the future. 
There is no question in my mind 
that historically some addiction 
psychiatrists have been hugely 
constructive forces in the 
development of a wide range of 
services in the UK. I don’t think 
any of us can have exclusive 
ownership on those initiatives but 
addiction psychiatry can stand and 
be counted and feel proud of the 
contribution that it’s made 
collectively. One of the key issues 
for the next few years is to ensure 
that we are able and allowed to 
continue to contribute in that way. 


As a leading addiction specialist, 
John has been influential in 
shaping the involvement of non¬ 
specialists in addiction. The 
views he expressed here, on how 
the field can develop to meet the 
needs of substance misusers, 
show that he continues to 
embrace diversity and 
multidisciplinary working. As the 
treatment field benefits from 
increased resources - and 
responds to the concomitant 
demands - the challenges for 
addiction specialists will become 
increasingly salient. 


It would be 
a great pity 
if addiction 
psychiatry 
just did 
things that 
were very 
psychiatric 
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alcohol problems attending A&E 
departments, and Annette Dale Perera 
and Trevor McCarthy of the NTA 
describe the development of Models of 
Care for Alcohol Misusers, which will 
hopefully have an important impact on 
treatment provision in England. 

Also in this issue, we report on the 
SCAN Travelling Fellowships in Service 
Innovation scheme which has been 
generously supported by the 
Department of Health in recognition of 
the need for specialists in addiction to 
have opportunities to visit other centres 
to share practice innovation and refresh 
their thinking. 

Another theme taken up in several 
articles in this issue is the roles of, and 
relationships between, different 
professionals working in the addiction 
field. This is likely to become 
increasingly important as commissioning 
decisions broaden the number and 
range of professional groups involved in 
addiction treatment. We open a debate 
on the subject of nurse prescribing in 
addiction with some competing views 
being aired. We hope this will lead to 
further debate on the subject. 

SCAN has had meetings with the GP 
network, SMMGR to discuss ways of 
improving inter-professional 
relationships, and we are looking at the 
possibility of a joint conference on that 
theme. 

I think it is important that we 
examine these issues rather than 
pretending they don’t exist. Similarly we 
are pleased to announce the 2nd SCAN 
annual conference which this year will 
be held on 29-30 September. 

We are planning a lively and relevant 
programme which will include defining 
the role of the addiction psychiatrist in 
the light of the new joint RCPsych/RCGP 
document, and a presentation of the 
results of our consultant job plan survey 
which is due to go to the field in May. 

So, irrespective of the election 
outcome, SCAN is moving ahead on 
several fronts. We look forward to 
continued active participation of 
specialists in SCAN activities, and to 
meeting at the Faculty residential 
meeting in Cambridge. 


SCAN CONFERENCE 05 
29-30TH SEPTEMBER 
DETAILS ON BACK PAGE 
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HEPATITIS C PREVENTION 



Preventing 
Hepatitis C 

by Mohammed T. Abou-Saleh, Reader 
and Honorary Consultant in Addiction 
Psychiatry, St George's, University of 
London. 

VIRAL Hepatitis C infection is now a global 
public health problem, and has been 
considered one of the major challenges in the 
third millennium. The hepatitis C virus (HCV) 
is a leading cause of chronic liver disease in the 
general population, with an overall prevalence 
of 0.5% in the UK. Injecting drug use (IDU) is 
the main route of transmission, mediated by 
the sharing of injection equipment, especially 
needles and syringes but also spoons, cotton 


filters and other paraphernalia. 

The Hepatitis C Strategy for England 1 and 
more recently the Hepatitis C Action Plan for 
England 2 have emphasised the current need 
for intensive action to prevent new infections, 
reduce levels of undiagnosed infection and 
provide better and more co-ordinated pathways 
of care. Testing for HCy a prime performance 



indicator of this strategy, is not carried out as 
frequently as necessary, even in specialised 
addiction services. 

A study by Judd and her colleagues 5 of 
new injecting drug users in London and some 
in Brighton, found a baseline HCV antibody 
prevalence of 44% and an incidence of 42 per 
100 person years. They found that IDUs in 
London have a higher incidence of HCV than in 
most other cities worldwide. Possible 
explanations they suggested for these findings 
are greater injecting of crack and the increase 
in injecting drug use which may have overtaken 
preventative strategies. Many studies have 
shown the effectiveness of HIV prevention 
strategies in reducing and stabilising the rates 
of HIV among IDUs but this has not been 
transferred to HCV One possible explanation 
is the increased likelihood of becoming 
infected with HCV from sharing of injecting 


paraphernalia such as spoons, cotton and 
water for flushing out. 

Clearly, there is a need for HCV 
prevention strategies, in addition to needle 
exchange, such as methadone programmes 
and other harm reduction approaches that 
have been of benefit in controlling the risk of 
HIV transmission in IDUs. To address this 
need, we have developed two interventions: 
the enhanced preventive counselling 
intervention (Stay Safe Therapy - 4 sessions of 
manual-guided intervention developed by 
Paul Davis and colleagues) and the simple 
educational counselling intervention (10 
minute session of information-giving 
intervention) and have conducted a 
randomised controlled trial (funded by the 
Department of Health) to study their 
comparative effectiveness in preventing HCV 
in IDUs^. The findings of this study confirmed 
the high rates of HCV in IDUs in community 
drug services in London and Surrey. The 
prevalence rate for HCV was 29% for IDUs 
who were not tested before. However when 


IDUs who were already known to be positive 
were included in addition to those tested, an 
overall prevalence of 57% was revealed. Sixty 
percent of this high-risk group had never been 
tested for HCV prior to this research, despite 
the cohort being engaged with community 
drug services. In addition, 10% of those who 
had been tested in the past, and who believed 
themselves to be HCV sero-negative, proved to 
be sero-positive thus illustrating the value of 
ensuring that HCV testing takes place regularly 
throughout the career of IDUs. The incidence 
of HCV in the cohort at one year follow-up 
was found to be 17 per 100 person years. 
Moreover there was a significant reduction in 
injecting behaviour at follow-up. This low 
incidence rate may be attributed to the 
combined effects of these interventions, 
needle exchange and treatment. 

A major benefit of the study was the 

have controlled HIV transmission 

introduction of the innovative dry blood spot 
(DBS) test (finger-prick test) for HCV 5 . This 
method was introduced to overcome the 
problem of low testing rates encountered 
when using the conventional blood testing 
procedure conducted off-site and attributed to 
the poor compliance of IDUs or poor venous 
access. The level of testing increased by over 
four fold when the DBS was introduced. 

We are currently conducting the National 
Treatment Agency’s sponsored study to 
evaluate the effectiveness of the DBS including 
a self-testing DBS kit (developed by Phillip Rice 
and colleagues) in increasing HCV testing in 
community specialist settings, needle exchange 
schemes and in prison. Moreover we are 
mapping care pathways for treatment of IDUs 
with HCV 

In conclusion, the prevention of HCV in 
IDUs could be achieved by: 

(1) Increasing the provision and capacity for 
HCV testing using the DBS which has many 
advantages over conventional blood testing 
methods. The test is user friendly, 


There is a need for HCV prevention strategies... similar to those that 
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administered in a matter of few minutes in 
any setting and can be self-administered by 
the user at their place of residence. Minimal 
training is required for its administration. 
Optimally the DBS can be incorporated 
into the routine assessment of the client 
administered with pre and post test 
counselling. 

(2) Providing needle exchange schemes 

(3) Providing prevention counselling to sero¬ 
negative IDUs to enable them to minimize 
the risk of contracting HCV optimally 
provided in treatment settings 

(4) Regular monitoring of HCV status with 
reinforcement of safe injecting and harm 
reduction approaches which could also 
identify incident infections where early 
treatment results in clearance of virus in 
more than 90% of cases. 
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Annual SpR conference 


HI colleagues - SpRs and freshly- 
made Consultants!! You probably 
already know what this is all 
about. Yes, you’re right - it’s the 
2003 Annual Conference for SpRs 
and new consultants in Addiction! 

Do keep the 9th and 10th of 
June free because I would like to 
see a frill conference suite on 
those days. It’s not easy to locate 
all SpRs and new consultants in 
addiction but the SCAN team 
have been working hard on this, 
and we’ve come up with a round 
figure of 90. How about that! 
Wouldn’t it be great if we all 
turned up on the 9th and 10th 
June! 

I’m confident that you 
wouldn’t want to miss out! As 
you know, there are many 
conferences with interesting 
topics, but this is the only 
conference specifically aimed at 
SpRs and new Consultants. In 
fact, the theme of the conference 
is: ‘How to... for SpRs and new 
Consultants in Addiction’. Just to 
elaborate a bit further, the 
programme will include topics 
like, ‘How to manage people: 
Being part of a team’ and 
‘Research: How to make it 
happen’. We intend to keep the 
tradition of including a session of 
‘the wise words of an 
experienced addiction specialist’ 
and to also include ‘the wise 
words of a new addiction 
specialist’. I know - it’s exciting, 
isnt’ it! Also, traditionally we have 
had an SpR network business 
meeting. This will happen again 
but we thought of having 
something different this time - we 


need to democratically elect an 
SpR lead to represent our 
network and to be the Specialist 
Registrar Chair for the Addiction 
Psychiatry Faculty of the Royal 
College of Psychiatrists. So 
nominations will be welcomed! 
Candidates will be requested to 
give a 3 - 10 minute presentation 
on why s/he would make a good 
addiction SpR lead. You will all 
receive details, prepared by Dr. 
Henrietta Bowden-Jones, current 
SpR Chair, highlighting the roles 
of the chair and what this 
involves. So have a think and let 
me know if you are interested. 

What’s next?! Oh yes, the 
venue! An area to the far west 
of London has been opted for - 
Bath! This is in contrast to 
previous conferences, which have 
been held in areas north of 
London. Access is not 
problematic and clear directions 
will be sent to those who 
request it. 

Please pass this information 
to other SpRs and new 
consultants. Encourage them to 
contact me and I will give them 
more information. You will be 
receiving emails, posters, 
application forms, etc. Fill in the 
forms and place posters on your 
notice boards. Looking forward 
to seeing you at the 4th Annual 
Addiction Psychiatry Meeting for 
Specialist Registrars and Newly 
Appointed Consultants! 

Dr Susanna Galea 
Clinical Lecturer & SpR in 
Addiction SCAN SpR 
sgalea@sgul. ac. uk 


4th Annual Addiction 
Psychiatry Meeting 

For specialist registrars and newly-appointed 
consultants 
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15 things to do before you 
become a consultant 

Hindsight is a wonderful thing. Only at the end of my SpR 
training did I have a blinding revelation to do with things I 
could have done, should have done or should have done 
more of, in order to be “A Proper Consultant”. Hopefully the 
following list of suggestions will help future generations of 
SpRs to maximise their training experiences. 


1 Ignore any further blinding revelations about whether applying for a 
Consultant position is the right thing to do. 

2 An MSc in Addiction Psychiatry is useful; it structures your learning 
and may enhance your research skills. There are several excellent 
courses about. 

3 With growing interest in the United States in Adult ADHD and 
Substance Misuse, it is inevitable that this interest will be reflected in 
the UK. Very few of us are likely to be able to gain experience in 
specialist adult ADHD services as part of our special interest sessions, 
but involvement with a Child Psychiatry service might help. 

4 Chronic Pain management is another area that is likely to flummox 
you as a new Consultant. This is definitely an area to explore through 
your special interest sessions. 

5 Special interest sessions in Liaison Psychiatry and Forensic Psychiatry 
will not go amiss. With the growing involvement of Criminal Justice, a 
Masters degree in Mental Health Law (LLM) could prove useful as 
well. 

6 Do some research: mine was spectacularly unsuccessful but I have 
learnt enough to ensure that though my next project is likely to flop, 
it will not be resoundingly so. 

7 Management courses are essential. As a Consultant, you will spend a 
significant amount of time in meetings going around in circles. 
Management courses should help clarify and define circular 
management theory to you. There are several good courses around 
and there exists an NHS management website which offers advice. 

8 Attend every meeting you can. Be indiscriminate. DAT’s, DIP’S, 
DIPSTICKS, Budgeting, whatever. It is good experience. 

9 Visit as many other services as you can and see for yourself what 
works. Try also to visit Rehabilitation centres and Voluntary sector 
bodies. We are fortunate to work in a very diverse, innovative and 
creative field. 

10 Find out how Addiction Psychiatry and Police and Prison Services 
work. It is worthwhile spending time with Arrest Referral and CARAT 
workers. 

11 Try to involve yourself in what happens nationally. We have a 
supportive Faculty and SCAN, where you can offer to do special 
interest sessions. 

12 Teaching helps you “truly understand”. Again, be indiscriminate and 
inflict your teaching on all comers. The possibilities include nurses, 
SHO inductions, medical students, etc. Work on the principle that 
“more is less” and “every little helps”. If you are unusually keen, you 
could do a Diploma in Medical Education as well. 

13 Read “1000 insults for all occasions”. When you have finished that 
read “1001 insults for all occasions”. Practice your vile invective. This 
will stand you in good stead dealing with obstinate DATs and will 
help you adequately ventilate your emotions following another shift 
in Government Policy. 

14 Watch Star Wars and Lord of the Rings again and again. Yes, there are 
better places than here. 

15 Lastly be on the lookout for particularly innovative projects. The 
Matrix project is a prime example. This is a Commercial Sex Worker 
outreach programme based in Norwich that does innovative work. 


Arun Dhandayudham is a newly-appointed consultant in addiction and 
has been doing Special Interest sessions with the SCAN team as an SpR. 



Alcohol misuse referral in 
an emergency department: 
the REDUCE trial 


by Bob Patton, Chartered Psychologist, and Research Coordinator 
at the National Addiction Centre, Institute of Psychiatry, London. 


EXCESSIVE alcohol 
consumption costs the UK over 
£20 billion per year. Eight 
million people drink up to twice 
the weekly recommended 
limits; a further 2 million knock 
back over twice the 
recommended weekly limits; 
and 1.4m people consume 
more than twice the 
recommended daily limit in a 
single session. 

More than 14 million 
people are treated in Accident 
and Emergency departments 
(AED) in England each year. Up 
to 40% of these presentations 
may be related to alcohol 
consumption, rising to 70% on 
Saturday nights. This is a 
“teachable moment” - an 
opportunity to highlight the 
relationship between alcohol 
and attendance, but can we 
identify patients who might 
benefit from advice about their 
drinking and offer them an 
effective intervention? 

The Paddington Alcohol 
Test (PAT) is a short screening 
instrument that identifies 
alcohol misuse by establishing 
whether a patient is currently 
drinking over recommended 
limits, or if they feel their 
attendance in the AED could be 
related to their use of alcohol. 
Patients who present to the AED 
with conditions thought to be 
associated with alcohol misuse 
(such as falls, head injury and 


gastrointestinal complaints) are 
screened and those identified as 
hazardous drinkers i.e. those 
who are consuming at least 
double the daily recommended 
limits on one or more occasion 
per week, or those who stated 
that their visit to the AED was 
related to their drinking, are 
offered an appointment with an 
Alcohol Health Worker (AHW). 

In the REDUCE randomised 
controlled trial we set out to 
examine the impact of referral 
to an AHW by offering non¬ 
treatment seeking hazardous 
drinkers either an appointment 
with an alcohol health worker 
or an information leaflet on 
alcohol and health. We 
measured levels of alcohol 
consumption, attendance to the 
AED and quality of life over one 
year following randomisation. 

During the study period 
22% of all those who were 
screened were found to be 
misusing alcohol. Of these two- 
thirds were willing to accept an 
intervention. 

599 patients were recruited 
to the study, and 384 (64%) 
completed follow-up interviews. 

29% of those offered an 
appointment with an AHW 
attended the appointment. 
Patients were almost three times 
more likely to keep the 
appointment if they thought 
their attendance in the AED was 
related to alcohol, and 6 times 
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more likely to attend if the 
appointment was on the same 
day as their initial attendance in 
the AED. 

At six month follow up, 
those referred to the alcohol 
health worker were drinking 
significantly fewer units of 
alcohol a week than those given 
an information leaflet. 

Those referred to the 
alcohol health worker had on 
average 0.5 fewer visits to the 
AED over the following 12 
months (Number needed to 
treat = 2) 

Differences in quality of life 
between those referred to the 
alcohol health worker and those 
given the information leaflet 
were not seen. 

Screening and referral for 
brief intervention for alcohol 
misuse in an AED is feasible and 
results in lower levels of alcohol 
consumption. Reduced alcohol 
consumption is associated with 
lower levels of reattendance in 
the department. Reduced 
reattendance in the AED offsets 
the costs of screening and 
providing brief interventions. 
This model of screening and 
referral has been cited as an 
example of good practice in 
Alcohol - Can the NHS afford it? 
(Royal College of Physicians, 
2001), the National Alcohol 
Harm Reduction Strategy for 
England (Prime Minister’s 
Strategy Unit, 2004) and the 
white paper Choosing Health 
(Department of Health, 2004). 

It is hoped that the 
proposals outlined in Choosing 
Health will lead to the wider 
implementation of screening 
and brief interventions for 
alcohol problems. Although we 
have clearly demonstrated that 
simple interventions such as 
referral can be effective, there 
remains considerable scope for 
refinement; nurses could be 
trained to offer comprehensive 
alcohol assessments - this 
would allow for immediate 
referral, eliminating the need to 
return to the AED at a future 
date and maximising the rate of 
attendance. Screening for 
alcohol misuse should form part 
of routine practice, not only in 
AEDs but across a wide range of 
primary health care settings - 
more work is needed to 
determine the most effective 


ways of encouraging staff to 
actually ask about alcohol use. 
Information about alcohol 
consumption needs to be 
recorded in order to monitor 
the impact of alcohol policy 
decisions, such as the relaxation 
of pub opening hours - in this 
way AEDs would be well placed 
to offer an insight into the 
consequences of such changes. 

We believe that screening 
for alcohol misuse and referral 
for further help and advice as 
appropriate should form part of 
routine clinical practice in AEDs. 
This study strengthens the 
evidence base demonstrating 
the worthiness of such policies. 
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Publishing Addiction Science: 
A Guide for the Perplexed 


Edited by Thomas F. Babor, Kerstin Stenius and Susan Savva 
International Society of Addiction Journal Editors 

Reviewed by Dr Susanna Galea 

THIS first edition, edited by Thomas Babor, Kerstin Stenius 
and Susan Savva, published in 2004 by the International 
Society of Addiction Journal Editors and the World Health 
Organi 2 ation, is a useful tool for the promotion and 
dissemination of research in addiction science. 

In recent years, publishing within the addiction field has 
grown tremendously. Currently there are more than 75 
journals, in 18 languages, devoted primarily to the 
dissemination of knowledge and the evidence-base in 
addictions. This practical guide to scientific publishing in the 
addiction field promotes the sharing of knowledge among 
addiction specialists and beyond, by highlighting issues 
relevant in improving the quality and scientific integrity of 
addiction science. 

Divided into three sections, the book combines a readable 
style with a practically orientated approach. Section 1 is 
concentrated on ‘how and where to publish’. Section 2 - 
discusses the practical aspects of publishing in addiction, such 
as: citation practices, authorship issues, peer review 
processes, and the impact factors of journals. Section 3 deals 
with the ethical issues of scientific publishing and scientific 
misconduct. Illustrated by case studies, it facilitates a more 
‘down to earth’ approach. 

The book is particularly helpful for the novice scientist, 
such as specialist registrars, as well as for researchers and 
authors whose first language is not English. It is also more 
broadly helpful for experienced scientists, in helping to 
improve the scientific integrity of their papers - facilitating 
acceptance by journals. 

It was fun and enjoyable to read this book. It is clear and 
with a mischievous streak, giving names to chapters such as, 
‘Dante’s Inferno: Seven deadly sins to scientific publishing 
and how to avoid them’, or ‘The Road to Paradise: Moral 
Reasoning in Addiction Publishing’. Publishing Addiction 
Science: A Guide for the Perplexed provides quality of content 
combined with a practically orientated approach making it a 
book worth investing in. 

Dr Susanna Galea is a Clinical Lecturer & Specialist 
Registrar in Addictions and SCAN SpR 
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ISBN 0 9548575 0 X and 92 4 159224 9 203 pages $22.35 + p&p 

Distributed by SAMHSA's National Clearinghouse for Alcohol and Drug 
Information, Rockville, MD, USA. www.ncadi.samhsa.g info@health.org 
Telephone (24hr): +1 301 468 2600 Quote publication BKD510 
Readers can download a pdf version from the ISAJE website - www.isaje.net 
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Changing face of addiction treatment 

An interview with Dr Philip McLean by Tom Phillips, SCAN Production Editor A consultant for 
the last 30 years, Phil has inspired many doctors and other clinicians in the field of addiction. 

He is now a semi-retired consultant in addictions in Nottingham. 

| Unit” consisted of thirty-six in-patient beds and 
| two out-patient clinics, predominantly treating 
| alcohol problems. Drug problems were few 
| and far between. In 1982, we notified 
| seventeen new drug takers to the Home Office 
| Addicts Index - now we get about three 
| thousand referrals a year, 50% of them being 
| drug takers. 

My role has become more one of 
; supervision, consultation and policy 
| development but I still carry a case load of 
| complex cases and some patients I’ve known 
| for twenty plus years, who remain one of my 

and self-determination, which is in 

principal sources of knowledge. I’ve tried to 
retire from the political side of things. 

Government initiatives are usually a 
response to some sort of crisis, so funding 
tends to be available for special causes. Core 
services for “ordinary” patients tend to be 
neglected. We encourage each of the team to 
develop a special interest. This approach 
means that when we obtain special funding we 
get some bog-standard “core service” work as 
well. 


TP: You trained in Edinburgh and Jamaica 
and in 1975 moved to Nottingham to become 
a new consultant in addiction. What was the 
addiction field like then? 

PMc: I was interviewed for the post by a panel 
of greats, very goods and not-so-goods and got 
the job. After I had been in post a year I 
realised that the job had been vacant for a year. 
I and the other candidate had responded to 
the third advertisement. Regardless, it turned 
out to be a very good move. I intended to give 
it five years and so far have stayed for thirty. 
With a new medical school and a newer 

Today, patients have more say 

department of psychiatry, it was an exciting 
time to be in Nottingham psychiatry. 

I was a half time general psychiatrist and 
half time Director of the Trent Regional 
Addiction Unit, one of thirteen in the country 
and the only one who hadn’t worked in 
London or been Griffiths Edwards’ senior 
registrar. Trent Region then had a population 
of four million and was under-funded. We 
were able to develop services through the 
gradual restoration of funding parity, then in 
the eighties and nineties, by means of the ring- 
fenced drugs (the Central Funding Initiative 
and “HC(86)3” and HIV monies from the 
government. Ira Unell and I became quite 
shrewd at acquiring funds, having early on 
realised the necessity of being able to cost our 
services and provide services to outside areas. 

Being both a drug and alcohol service 
meant that all team members dealt with both 
client groups, so that we could use “drugs” 
money to improve “alcohol” services, at least 
until recently. We have a history, I guess, of 
being entrepreneurial and opportunistic. 
Initially the “Mapperley Hospital Addiction 


TP: Over the years you’ve been successful in 
attracting funding for treatment services - 
how has the commissioning process changed? 
PMc: We’ve had our share of commissioning 
disasters in Nottingham but I think it is now 
beginning to come together quite well. It is 
very easy to be cynical about the legions of 
commissioning managers, the tick-box 
mentality driven by targets concocted from 
tabloid headlines etc. The aim of a full range of 
good services across the country is laudable 
but commissioning sometimes seems hostile to 
large, well established teams like ours. The 


original conception of DATs was flawed. The 
chiefs of the police, social services, health 
authority, probation and housing had so littie 
awareness of drug problems that they were 
ineffective for years. The NTA had to be formed 
to overcome this. Often the policy was 
determined by the personal agendas of the 
commissioners and there was an aversion to 
using local knowledge and experience, and a 
tendency to favour “voluntary” organisations, 
some with less than professional attitudes and 
skills. I think they were seen as cheap and 
easily controlled and closer to the patients. 

The commissioners seem to be unduly rigid in 
their interpretation of the centrally determined 
priorities and in their applications of 
guidelines, such as the tiers of Models of Care. 
It has taken an unnecessarily long time for the 
commissioning process to start to become 
effective. In Nottingham, we now have a wide 
range of cooperating services to provide for all 
the needs of the client group so I suppose the 
system has worked as desired. 

Crime reduction is currently the drive 
behind much commissioning, which has 
removed health services even further from the 
centre of drug treatment. Although it was 
always clear that our treatment reduced 
offending I was always uneasy about being a 
Crime Prevention Officer. Too often all that 
seems to be required is rapid access to 
substitute prescribing. We got our waiting 
times down for treatment, and at one point 
you got treatment quicker if you did not come 
through the criminal justice system, which is a 
nice irony. I do think that the idea of 
‘prescribing as treatment’ has gone too far. 
Prescribing is an essential part of treatment, 
and it’s what keeps people engaged. It’s the 
attractive part for the patient, but the 
pharmacology is less important than the 

itself therapeutic 

psychology. We need to emphasise that 
treatment is about helping to change patterns 
of life and to introduce new activities and new 
possibilities - education and jobs, leisure, 
exercise and so on. 

TP: I think SCAN members would agree that 
treatment is beyond prescribing, so why do 
you think the message has been lost? 

PMc: I think that in general doctors have been 
somewhat sidelined in relation to health policy 
making. Many patients and agencies fail to 
distinguish between “want” and “need”, 
persisting in the belief that the right kind of 
drug in the right quantities and in the right 
form makes everything fine, often the very 
notion that caused the problem in the first 
place. Boundary setting, negotiation and 
sensitively adapting treatments to individual 
patients’ ability, resources and temperament 
are essential skills in this field and are not 
rapidly acquired. They are commonly found in 
psychiatric personnel, who form the core of 
many successful teams. I suppose that a 
shortage of fully trained and experienced 
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personnel leads to a ‘quick and dirty’ style of 
treatment which means undue reliance on the 
script. I feel we need a whole range of 
treatments and more highly trained people if 
we’re going to provide good services. Maybe 
specialists will be relegated to training large 
numbers of practitioners rather than heading 
clinical teams. 

TP: You’ve worked in the field for 30 years. 
What changes have you noticed? 

PMc: Patients are getting younger [Or are you 
just getting older? - Ed], and the whole thing is 
more widespread. Cocaine has emerged as an 
inevitable accompaniment to heroin, and 
many drink excessively as well. We’ve also 
seen an increase of homelessness but that is a 
lot to do with Nottingham’s particular position 
in regard to this. The drug takers now tend to 
be more disadvantaged and much less able 
than before. They start younger, have more 
social problems and are less educated. This 
means that treatment necessarily entails a wide 
range of agencies to rehabilitate, or in many 
cases “habilitate” them. Many cases tend to be 
more complex. Do you say “right, you’re so 
young, we really want to go all-out to enable 
you to get away from drug-taking” and 
therefore put together intensive support in 
terms of detox and long-term rehabilitation to 
enable them to develop a different life. Or do 
you say “Well, we’ll just plonk you on 
methadone, or buprenorphine, or 
diamorphine or whatever for the next 20, 30 
or 40 years and hope that something positive 
happens to you”. This latter approach goes 
against the health grain - and the grain of hope 
- which is to restore people to as much health 
as possible, but seems to be what often 
happens. 

The most significant problem at the 
moment is the failure to provide increased 
investment in alcohol treatment services. There 
is rigidity in commissioning which resolutely 
prevents any development of alcohol services 
on the back of drug services. This is slowly 
being addressed but the need has been 
obvious for many years. The decline of some 
alcohol services in contrast to flourishing drug 
services is inexcusable and inexplicable. 

TP: Clearly some of the changes have been for 
the worse. Are there any positives? 

PMc: Despite all the change and upheaval, I 
remain optimistic. Research is producing far 
more possibilities for treatment of drug and 
alcohol problems than when I started. 
Conceptualisation of these conditions has 
moved away from a rigid “disease model” to a 
more realistic and hopeful behavioural model 
with the awareness of a variety of acceptable 
outcomes. This gives patients more say and 
self-determination, which is itself therapeutic. 
Throughout my career in the substance misuse 
treatment field it has been gratifying and 
worthwhile. The field continues to expand and 
provides many opportunities for innovation 
and development in a still young specialty. 


Models of Care for 
Alcohol Misusers 

What’s in it - and the implications for specialists. 


MODELS of Care for Alcohol 
Misusers (MoCAM) closely 
follows the format of Models 
of Care for drugs (NTA, 2002). 
MoCAM describes an optimal 
framework for local alcohol 
service organisation and 
delivery. It includes the four 
tiered framework for 
conceptualising local alcohol 
treatment services, and 
detailed guidance on 
commissioning local alcohol 
treatment systems. MoCAM is 
a key milestone in 
implementing the Alcohol 
Harm Reduction Strategy for 
England, designed to help 
commissioners and providers 
develop appropriate 
responses to alcohol 
problems. 

The Alcohol Harm 
Reduction Strategy for 
England (2004) has four aims, 
one of which is ‘to better 
identify and treat alcohol 
misuse’. With more people 
being encouraged to look for 
alcohol problems there is a 
chance that increased 
identification is likely to result 
in increased demand on 
addiction specialists. 

The relative lack of 
investment in funding alcohol 
services has tended to result 
in a similar lack of investment 
in strategic planning. The 
temptation in response to 
MoCAM may be to subsume 
local strategic alcohol 
planning into existing 
structures for drugs. While 
superficially attractive this 
would be unwise, at least to 
begin with; alcohol requires a 
period of close concentration 
and focus. 

Alcohol is a more 
pervasive substance, affecting 
a greater proportion of service 
users than any other drug. 

The prevalence of alcohol as a 
factor in many of the 
problems confronting health 
and social care professionals 
e.g. homelessness, offending, 
domestic violence, is 
established. National Service 


Frameworks for Mental 
Health, Coronary Heart 
Disease, Older People and 
Diabetes; the National Cancer 
Plan and the Suicide 
Prevention Strategy all address 
conditions where alcohol 
misuse can be a contributory 
factor. Despite its prevalence, 
alcohol rarefy features in basic 
training for health and social 
care professionals. 

In the short term, MoCAM 
seems likely to result in more 
referrals, and demands upon 
alcohol specialists. In the 
longer term, the potential it 
offers is an improvement in 
the understanding of alcohol 
issues, informed 
commissioning and better 
design and integration of 
treatment and other services. 
The final version of MoCAM 
will be published for 
consultation during the 
Spring of 2003 and at this 
point the input of SCAN as a 
network will be very much 
welcomed. 

Alcohol is everybody’s 
business. MoCAM offers a 
rare opportunity for 
specialists to play a pivotal 
role in influencing local 
strategic responses to alcohol 
and, for perhaps the first time, 
the development of genuinely 
integrated treatment systems 
which mobilise and engage 
non-specialists who come into 
contact with alcohol misusers. 

Annette Dale-Perera, Director 
of Quality, National Treatment 
Agency 

Trevor McCarthy, Senior Policy 
Officer: Alcohol, National 
Treatment Agency 
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NURSE PRESCRIBING 


Should mental health nurses prescribe controlled drugs? Two views. 

A way forward In improving quality 
and quantity of drug treatment 

By Jayne Bridge, Nurse Consultant in Substance Misuse, Mersey Care NHS Trust and Steve 
Hemingway, Lecturer in Mental Health Nursing, The University of Sheffield. 


THE NHS plan emphasises the 
need to organise and deliver 
services to meet the needs of 
patients. Demands by patients 
for more streamlined, accessible 
and flexible services has meant 
that traditional demarcations 
between clinical roles are being 
challenged 1 . Within the 
substance misuse arena, the 
National Treatment Agency 
(NTA) has set clear targets for 
services to increase the 
availability and accessibility of 
appropriate effective treatment 
for drug misusers, to increase 
the number of individuals 
accessing services, and to reduce 
waiting times. Some services 
have found it difficult to meet 
the current targets, and unless 
there are opportunities to 
provide services differently, it is 
unrealistic to assume that more 
demanding targets will be met. 

There has been growing 
recognition of the potential 
benefits of nurses prescribing 
Controlled Drugs (CDs). The 
Royal College of Psychiatrists has 
indicated that prescribing by 
substance misuse nurses, using a 
shared care protocol with GPs, 
could be a positive way 
forward 2 . The report by the 
Audit Commission suggested 
that nurse prescribing could 
offer new ways of managing 
treatment for drug misusers. 
More recently, the Chief Nursing 
Officer has announced that there 
will be a major review of mental 
health nursing. The review will 
consider how nurses can 
contribute to a number of 
agendas, including non-medical 
prescribing, to improve 
outcomes for service users 5 . 

Recent developments 
allowing CDs to be included 
within supplementary 
prescribing, will provide nurses 
with opportunities to work in 
new ways within substance 


misuse services and will offer a 
way in which these services can 
become more responsive to the 
needs of service users. Training 
for supplementary prescribing 
was introduced in 2003. This 
type of prescribing allows the 
nurse to prescribe medication 
relative to the context of care 
they work in and relative to their 
scope of practice. From 
April/May 03 (subject to 
Parliamentary approval), CDs, 
within the parameters set out by 
a Clinical Management Plan, will 
be allowed to be prescribed by 
the substance misuse nurse, as 
other nurses 4 . 

The Home Office are 
satisfied that the statutory 
requirements for supplementary 
prescribing medicines’ legislation 
are very tighdy drawn, and there 
is little scope for supplementary 
prescribers to be manipulated to 
authorise inappropriate supply 
of CDs 5 . Supplementary 
prescribing within substance 
misuse is an innovative project 
which has government support. 
The NTA and the Advisory 
Council on the Misuse of Drugs 
(ACMD) also agree that 
supplementary prescribing 
provides a robust and safe 
structure to enable nurses to 
prescribe CDs used in substance 
misuse 6 . 

Although the idea of nurses 
prescribing CDs is not new and 
has been used in the fields of 
palliative care and midwifery 7 , 
the decision to include 
controlled drugs is an exciting 
development and potentially a 
major step forward for substance 
misuse services. Medication is 
one of the main components of 
treatment to help people with 
substance dependence along 
with psycho-social interventions. 
Nurses are heavily involved with 
medication; they give advice, 
monitor effects and in reality 


may make de facto prescribing 
decisions by advising junior 
and/or non-specialist medical 
staff. There is already a high 
percentage of de facto 
prescribing by nursing staff, 
suggesting that they are involved 
in sanctioning wider medication 
use and frequent changes to 
treatment regimes 8 . For many 
services, supplementary 
prescribing will merely serve to 
formalise informal arrangements 
that already exist. “It is 
acknowledged that current 
practice often involves the 
sessional GP rubber-stamping 
prescriptions following advice on 
a patient’s prescribing needs by a 
specialist nurse”. 

Extending the role of nurses 
in both the prescribing and 
supplying of medication is 
advantageous for both clients 
(e.g. timely access to treatment, 
and a reduction in waiting 
times) and health care staff (e.g. 
maximising the use of their 
professional skills) 5 . Allowing 
nurses to initiate, titrate and 
adjust doses without medical 
input at every change would free 
up valuable medical time to deal 
with service users at first point of 
contact and manage those with 
complex needs. The NTA suggest 
that allowing supplementary 
prescribing would increase the 
capacity of prescribing treatment 
services and have an impact on 
both specialist and shared care 
services. It may lead to better- 
quality prescribing, have an 
impact on improving quality and 
have an indirect impact on 
reducing waiting times 6 . 
Prescribing practice with a 
clinical management plan will be 
kept under close scrutiny as 
both Supplementary Prescribers 
and Independent Prescribers 
work closely together with the 
service user to promote best 
prescribing practice 5 . 



Clear policies and a strong 
clinical governance framework 
needs to be in place to ensure 
prescribing enhances service 
user care without increasing risk 
or compromising safety 1 . 

Research has confirmed that 
there is willingness amongst 
nurses to take on this work if it is 
limited to the most senior and 
experienced of nurses, at least in 
Scotland^. Encouragingly, 
evidence from the USA has 
shown that nurses seek more 
consultation from the 
psychiatrist when CDs are 
prescribed 10 . Thus nurses use 
the appropriate supervisory 
arrangements to ensure safe and 
appropriate prescribing. 

The implications of the 
Shipman Inquiry still need to be 
strongly at the forefront of 
healthcare professionals’ minds 
when prescribing any 
medications, let alone CDs. 
Alongside the implications of the 
Shipman case for doctors, the 
case of Beverley Allitt has strong 
resonance for nurses. 
Nevertheless, the case for nurses 
to have a more extended role in 
the prescribing of CDs is a strong 
one that potentially can bring a 
win-win for all the stakeholders 
involved in the prescribing 
process. 
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Do we know if it is 
safe and effective? 


Commentary by Tom Phillips, SCAN Policy 
Advisor and Consultant Nurse in Addiction, 
Humber Mental Health Teaching NHS Trust. 

I’M certain that most specialist services and 
specialists within the addiction field agree with 
the overall aspirations for the NHS reforms; 
greater access to patient care, development of 
the workforce, increased treatment 
effectiveness. Indeed these aspirations are 
generally shared across primary care, 
independent sectors, and of course by policy 
makers. Over recent years however, 
disagreements between professional groups 
have been focused on how to best achieve 
these aims and the time needed to implement 
them. Nurse prescribing in substance misuse is 
one of those interprofessional issues that will 
create another area of lively debate. 

I recall the advice I received from an old 
colleague: “always consider policy as policy 
rather than evidence”. There is no doubt there 
are great attractions for policy makers in nurse 
prescribing being implemented within the field 
as outlined in Jane and Steve’s article. 

However, I’m not sure how we reached 
the implementation stage for this policy so 
soon. It is suggested that to develop effective 
strategies for the implementation of “evidence 
into practice” a phased approach should be 
adopted 1 . Such phases include hypothesis 
development, efficacy trials, effectiveness trials, 
implementation trials and then demonstration 
trials. There appears to be no information with 
regard to efficacy, effectiveness, or indeed the 
safety, of nurse prescribing, yet there is already 
a steer towards the implementation of this 
policy within the substance misuse field. I feel 
this is premature. 

It was interesting to read that the NTA & 


the Advisory Council on the Misuse of Drugs 
(ACMD) agree that the structures for the 
supplementary nurse prescribing of controlled 
drugs are robust and safe 2 . The ACMD had 
previously stated, with reference to the 
prescribing of methadone, “... we want to 
express our profound alarm about the way in 
which methadone has over recent years been 
handled in this country. In our view the 
correction of this problem should be seen as a 
matter of the utmost priority ” (pg. 65) 3 . 
Prescribing practice must have dramatically 
changed over the five years since this statement 
for the ACMD to change their stance. Under 
supplementary nurse prescribing guidance, a 
psychiatrist or a GP with specialist interest will 
agree a clinical management plan where a 
nurse would then be able to initiate, titrate and 
adjust doses (e.g. methadone and 
buprenorphine). 

This will all be achieved by a nurse 
attending an accredited 26 day training course, 
obtaining 12 days of supervised practice and 
receiving a programme of continued 
professional development. I hope such training 
packages address the substance misuse nurses’ 
role in identifying comorbidity, drug 
interactions, interpretation of blood 
investigations and risks associated with medical 
and psychiatric conditions in relation to the 
prescribing of controlled drugs. As a consultant 
nurse I have a lead role in nursing these 
aspects of a patient’s care, yet this has not 
involved the need for me train or assess these 
conditions medically with a view to 
prescribing. The assumption is that these 
nursing skills can be translated through 
training. This assumption remains to be tested. 

There is no doubt that nurse prescribing in 
substance misuse will be further developed 
and one can clearly see the value of Patient 
Group Directives for vaccines. Although there 
may be benefits in supplementary and, 
perhaps, independent prescribing, this should 
be robustly tested to examine if nurse 
prescribing in substance misuse is both safe 
and effective. 

Tom Phillips 

Consultant Nurse - Addiction 

SCAN would like to receive your views on this 
subject... 


REFERENCES 


1 Flay, B. R. (1986) Efficacy and effectiveness trials (and 
other phases of research) in the development of health 
promotion programs. Prev. Med. 15(5): 451-74 

2 NTA (2005) Nurse prescribing in substance misuse. 
London. National Treatment Agency for Substance Misuse 

3 Home Office (2000) Reducing Drug Related Deaths. A 
Report by the Advisory Council on the Misuse of Drugs 
(ACMD). London. The Stationery Office. 


SCANbites | SPRING 200 5 11 







ST HILDA'S ETCETERA 



St Hilda’s 

Substance Misuse Service 


im 


‘‘Putting St Hilda’s Integrated Trust at the heart of the NHS” 


Episode 4. Better off in bed 

by Ron Measley, staff writer 


“DR BEEK?” 

“Meek, yes, that’s me. What 
can I do for you?” 

“I’m Mary Flimsy, Dr 
Barnet’s SHO on Tranquillity 
Ward. We have just finished the 
ward round and Dr Barnet 
wondered if you might be 
willing to take over an alcohol 
patient who came in yesterday.” 

“Well, I’m not sure...” 

“Dr Barnet was very clear in 
his instructions: ‘GET THAT 
BEEK DOWN HERE AT ONCE 
AND GET THAT RUDDY 
ALCOHOLIC OUT OF MY WARD 
BEFORE SUNDOWN’ is what he 
actually said.” 

“Yes, well I can imagine...” 

“He also said ‘IF THAT 
ALCOHOLIC IS STILL HERE IN 
THE MORNING I WILL BE 
BEATING A PATH TO THE 
CHIEF EXECUTIVE’S DOOR 
BECAUSE THERE IS NOTHING 
WORSE THAN ALCOHOLICS 
BLOCKING MY BEDS AND 
THAT BEEK WILL RUE THE DAY 
HE WAS BORN .” 

“That’s clear enough. Does 
he not use punctuation?” 

“Not when he is angry. 

Look, are you going to take this 
patient or not?” 

“Well, I might have done 


had the trust not closed the 
alcohol beds in the last round of 
cuts,” said Meek dolefully. 

“Look, I tell you what, I’ll come 
and see the patient and then we 
can decide what to do.” 

“Before lunch would be 
preferable,” said Flimsy, “Old 
Barnet really doesn’t like to be 
kept waiting.” 

ON HIS WAY to the ward, Meek 
had time to reflect on the first 
few months in his new job. It 
would be fair to say that his 
time at St Hilda’s had not all 
been plain sailing. But even so, 
he was surprised by the ferocity 
of his general psychiatry 
colleagues’ missives, which 
seemed to be coming in thick 
and fast. He came to a door 
marked simply ‘Ward’ on 
account of vandalism. He 
pressed a graffiti and cigarette 
butt defaced entry buzzer. 

‘Beep’. “Dr Meek looking 
for Tranquillity?” 

“You’re not going to find 
that here. This place is a bloody 
mad house.” 

Silence. A couple of minutes 
passed. 


‘Beep’ again. “Look here, I 
have come to see one of Dr 
Barnet’s patients. Can you open 
the door?” 

“Barnet? Now there’s a 
nutter if ever I saw one,” said 
the voice. 

“Come on, Michael. Could 
you go back to your room, 
please? Sorry doctor, things are 
a bit out of control in here. 
Come on in.” 

AS MEEK ENTERED Tranquillity 
Ward, just how ‘out of control’ 
things were became 
immediately apparent. There 
was a pile of broken furniture in 
the middle of the day room, 
shattered windows in the duty 
room, and several nurses sitting 
on the floor nursing injuries, 
sustained in what must have 
been a very recent and mighty 
struggle. 

“Thank goodness you’re 
here,” said the nurse who let 
him in. “Your alcoholic went 
berserk and smashed the place 
up. He’s on a section now. 

When are you taking him to the 
alcoholic ward?” 

“Could I see ‘my alcoholic’, 
please?” asked Meek. 

“That’s up to you. He’s in 
there.” She gestured towards a 
side room, the entrance of 
which was barricaded with 


wardrobes and mattresses. Two 
disorientated and slightly 
bloodied male nurses were 
standing guard outside, tending 
to each other’s wounds. 

“How is he?” asked Meek. 

“Completely stark raving,” 
said one of the nurses. “Says 
he’s Sir Edmund Ballsworthy, 
Chairman of the Trust Board.” A 
smile spread across the nurses’ 
faces at the idea, and one 
sharply recoiled at the pain 
caused by the pull of his facial 
muscles on a large bruise on his 
cheek. “We get all kinds in here. 
He thinks he is still on the 
beaches of Normandy.” 

Meek peered through a gap 
between the mattresses at the 
scene inside. 

“Come on you pansies! 
Come in here and fight like a 
man and I’ll show you what’s 
what. Eh? Take that Fritz! Gift 
wrap it and send it to the 
Fuhrer with my love.” This 
outburst was followed by 
singing: “Who put the bounce 
in the bouncing bomb? 
Ballsworthy did. Pah Dum Pah 
Dum Pahhhh,” imitating a 
military band. 

In the centre of the room, 
Meek could just make out the 
outline of a heavy-set man in a 
hospital gown, embarrassingly 
unbuttoned down the back, 
who was swinging a broken 
chair leg at unseen assailants 
and then bayoneting pillows 
and mattresses strewn around 
the edge of the room shouting 
“Chaaaarge! Have a cold steel 
sandwich, Gerry.” Most of the 
furniture in the room had been 
reduced to firewood, and 
feathers floated gracefully 
amidst the carnage. 

“What the...?” said Meek 
incredulously. “I think you 
better bring a large amount of 
diazepam in a syringe.” 

#^**- #*- 

“WASN’T IT GOOD of the Chief 
Executive to keep the alcohol 
unit open and increase the 
number of beds? The old one 
really wasn’t up to the job,” said 
Lucy Makepeace, service 
manager for St Hilda’s 
Substance Misuse Service. Lucy 
was, as with all aspiring NHS 
managers, becoming adept at 
re-writing history to keep pace 
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with changing policy. 

“It would have been better 
if he hadn’t closed the unit in 
the first place. It was just as well 
Sir Edmund made an 
unscheduled visit to Tranquillity 
Ward and was able to see for 
himself what the alternative to a 
specialist unit is like,” replied 
Meek. 

Sir Edmund’s admission 
with delirium tremens had set 
off a chain of events that 
reverberated all the way to the 
strategic health authority and 
back to the trust, and questions 
from the local MP, resulting in a 
sudden U-turn in the trust’s 
inpatient alcohol provision. 

On his desk lay a letter from 
Sir Edmund signed with his 
usual flourish. 

“Dear Malt, 

Frightfully decent of you to take 
such good care of me during 
my recent period of 
indisposition. Your staff were 
splendid. Gallbladders are no 
use to man nor beast. So, better 
to whip it out, I say. Wound’s 
healing nicely. Keep up the 
good work. 

Yours etc. 

P.S. please accept a small token 
of my appreciation for your 
kindness. ” 

Meek looked across the desk at 
the case of scotch from the 
Ballsworthy family’s distillery in 
Scotland, and wondered what 
effect the relapse prevention 
training was likely to have on 
one so wedded to his tipple. 
Clearly Lucy Makepeace was not 
the only one able to make 
Orwellian revisions of history. 

He pondered on the clinical 
meaning of ‘lack of insight’ and 
wondered if it applied equally 
to Lucy and Sir Edmund. No 
matter, at least one way or 
another the alcohol beds had 
been reinstated. For now. 


Disclaimer: St Hilda's 
Substance Misuse Service and 
all who serve in it are purely 
fictional. Any resemblance to 
real events or characters, 
living or dead, is entirely 
coincidental. 


Survival Guide 

»NHS 


Newspeak 

3. The Missing Case Notes Coordinator 



Q. What’s a Missing Case Notes Coordinator? I haven’t come across that one before. 

A. We have a serious and growing problem in the NHS of patients’ case notes going missing. You know the 
problem. There you are due to see a patient and their case notes are nowhere to be found. They’re not in 
medical records. They’re not in your in-tray. Gone! Think of the fallout for the NHS. I can see the tabloid 
headlines now “Missing Case Notes Shocker! Systematic Failures by the NHS to Safeguard the Nation’s Case 
Notes”. 

Q. OK, but how is a Missing Case Notes Coordinator going to help? 

A. Glad you asked that. The Missing Case Notes Coordinator will set up a Missing Case Notes Steering Group, 
chaired by the Clinical Governance Lead, with representation from the Heads of Disciplines, Clinical 
Directors, and the trust’s Head Gardener... 

Q. Excuse me? Why do you need the head gardener? 

A. Because missing case notes sometimes turn up when the rose beds are getting a tidy up in the Spring. As I 
was saying before I was rudely interrupted, the Missing Case Notes Steering Group will develop a Trustwide 
Missing Case Notes Operational Policy which will be ratified by the Clinical Governance Committee after an 
appropriate period of consultation with all trust staff, and then be printed in the Staff Handbook, and given a 
key place in the New Staff Induction Programme. All staff will then be expected to provide documentary 
evidence as part of the appraisal process that they have attended mandatory training in the Missing Case 
Notes Procedure annually, the absence of which will affect revalidation and career progression... 

Q. Hang about! What is this Missing Case Notes Coordinator actually going to do? 

A. They will be part of the Modernisation Team with a lead responsibility for the trust in the national 
Modernising Medical Case Notes initiative which is headed jointly by the Chief Medical Officer and the Chief 
Nursing Officer, with nationally set targets to reduce the incidence of case notes going missing as part of the 
NHS Modernisation Plan... 


Q. At least you’re not suggesting the Case Notes Coordinator has gone missing! How is he/she going 
to help? 



A. As soon as a member of staff discovers that a patient’s case notes are missing they must complete a Missing 
Case Notes Incident Form which must be sent within lhr to the Service Manager and thence within 24hrs to 
the Missing Case Notes Coordinator, who will register it on the Missing Case Notes database, which will be 
maintained by the Missing Case Notes Database Manager, who will produce monthly reports for the Missing 
Case Notes Coordinator to present to the Missing Case Notes Steering Group, who will report to the Clinical 
Governance Committee, who will in turn produce quarterly reports for the PCT, which will report biannually 
to the Strategic Health Authority, which will collate annual statistics for their region on Missing Case Notes 
incidents for the Department of Health, who will compile league tables of trust performance on Missing Case 
Notes, which will in turn be taken into account in trusts’ star ratings. This will be supported in 2006/7 with 

the establishment of the National Missing Case Notes Agency with overall 
responsibility for implementation of the National Missing Case Notes 
Strategy. 


Q. I am still waiting to hear how this is going to solve the 
problem of case notes going missing. Isn’t this just an 
unfortunate random event that inconveniences clinical work 
from time to time, till the notes turn up again just as 
randomly? 


Q. Counselling for patients? How do you think the missing 
case notes feel being lost and all alone, and if they are lucky, 
being found and returning to learn that they have been 
replaced by a newer younger set of case notes without 
lots of tom pages, coffee stains, misfiled 
information and crossings-out? 
Anyway, won’t this palaver be a bit 
redundant when computerised patient 
records are introduced? 


A. Do you really think that is going to 
solve the problem? Anyway that would 
be a good subject for a whole NHS 
Newspeak article in its own right! 


A. Far from it! Missing Case Notes are the result of systematic 
failures of NHS personnel to follow basic nationally agreed 
procedures in handling case notes. To continue, within 
24hrs of the incident being reported, the patient 
concerned will be offered counselling from a trained 
psychotherapist to help them to come to terms with the 
loss of their case notes. A Missing Case Notes Untoward 
Incident Enquiry will be conducted in cases that the 
Missing Case Notes Steering Group judges to be 
sufficientiy serious, and any staff found guilty of Gross Case 
Note Abuse will be subject to disciplinary action. 






REGIONAL REPRESENTATIVES 


SCAN travelling fellowships launched 


► good practice and innovative service 
models. 

The purpose of the fellowship fund is 
to enable specialists to best meet the 
needs of people with addiction problems 
by expanding their knowledge and skills. 
On launching the fellowship Professor 
Drummond said: 

“The scheme will enable those who 
are working in a clinical service to spend 
substantial time in a chosen service or 
research centre, so to develop their 
clinical expertise and expand their skills 
base”. 


Purpose of the scheme 

• Opportunity to visit other addiction 
treatment services and research 
centres. 

• Consider and learn about alternative 
addiction treatment service models 
(N ationally/Internationally) 

• Allow addiction specialists time to 
reflect on their practice and refresh 
their thinking 

• Explore wider networks and 
collaborative relationships 

• Share knowledge - Fellows will be 
required to formally disseminate their 
learning 

• Promote SCAN. 


The Travelling Fellowship in Service 
Innovation is available to specialists 
registered with SCAN. Given that the 
fellowship fund has been provided by the 
Department of Health, applications are 
restricted to those specialists who work in 
England. If you are unsure whether you 
meet these criteria, please contact us. 

It is expected that, before any 
application is made to the Fellowship 
fund, candidates will have identified their 
individual training and development 
needs. Fellowship applicants should also 
have initiated preliminary discussions with 
potential placements and placement 
supervisors to ensure that the aims and 
objectives they have set can be met. The 
Discussion Forum within the SCAN 
website may help candidates find 
appropriate placements/exchanges. 

The fellowship fund is designed to 
cover the costs of travel, accommodation 
and subsistence to allow a placement to 
happen. Please visit the website to obtain 
full guidance notes on submitting an 
application. The scheme will not provide 
costs of replacement staff or salaries for 
fellows. 

Dr Mark Prunty, Senior Medical 
Officer, Department of Health stated: “DH 
has funded this initiative in line with an 
overall key function of SCAN. We want 
these fellowships to enable and support 
busy specialists to continue to develop 
their practice and their services. By 


providing active support for the sharing 
between peers, of knowledge, experience 
and differing solutions to problems, we 
hope to assist in specialists' continuing 
professional development, particularly 
given their crucial role in leading 
development of services. An important 
component of the fellowships is the 
requirement to share the experience more 
widely so the benefits are not limited only 
to those who are directly funded.” 

We anticipate that this initiative will 
develop significant interest within the 
field; we look forward to hearing from you 
and reading your proposals. Information, 
as always, can be obtained via the website 
- www.scan.uk.net - or via email, 
scan@nta-nhs.org.uk. 

Tom Phillips, SCAN Policy Advisor 


Application process 

Applications can be made at any time 
throughout the year. The Travelling 
Fellowship Panel will convene 
biannually to consider applications. 

You can obtain Fellowship application 
pack from www.scan.uk.net 
Your application should include: 

• Description of placement and 
rationale 

• Outline of costs 

• Your CV 

• Names of two individuals who 
support your application 

Travelling Fellowship Panel shortlist 
applications 

• Shortlisted candidates will be 
requested to supply supporting 
letters and may be requested to 
supply quotes for the costs. 

• Travelling Fellowship Panel announce 
Fellowships 

• Fellows undertake placement and 
disseminate findings via SCANbites, 
CPD groups and publication 
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On regional 
representatives... 

by Dr Keron Fletcher, Consultant 
Psychiatrist in Addiction Psychiatry, and 
secretary to Regional Representives for the 
Faculty of Substance Misuse, Royal College 
of Psychiatrists. 

REGIONAL Representatives in England and Wales are 
internal College appointments made to assist Regional 
Advisors and Chairs of Divisions, Faculties and Sections 
on a variety of salient specialist issues (in Scotland they 
are called Specialty Advisers). They can influence the 
quality of service developments in an area by scrutinising 
job descriptions for consultant, associate specialist and 
staff grade appointments, and giving recommendations 
to the Regional Advisor. They may also act as Assessors 
for the College by sitting on appointments committees. 

In this capacity they can help to ensure that candidates 
have the required qualifications and experience, that 
employers are able to provide necessary administrative, 
medical and educational support and that selection 
procedures are of a high standard. A full description of 
the roles and responsibilities of Regional Representatives 
can be obtained from the College. 

A number of issues are therefore of great interest to 
Regional Representatives. For instance, what makes for a 
reasonable consultant post in Addiction Psychiatry? How 
relevant is the catchment area population, the availability 
of in-patient beds, the number of substitute prescriptions 
the service provides, the sort of community teams the 
consultant may work with, the time available in the Job 
Plan for research, training, teaching or CPD? How much 
shared care work must be done, or committee work, or 
report writing? Is there sufficient secretarial support, or 
medical support? Should an Addiction Psychiatrist be 
single-handed (as many are)? What will be the impact on 
service development in an area if a job description is 
turned down as “undo-able”? 

New studies 

Httle is known about the variation between Addiction 
Psychiatry posts across the UK, and there are not many 
answers to the questions posed above. For this reason 
there are two important initiatives that are of interest to 
us all. Firstly, the College Research Unit is running a two- 
year study investigating the roles and responsibilities of 
addiction psychiatrists working in England. This four 
stage project will map English addiction psychiatry posts, 
undertake interviews, survey addiction psychiatrists and 
use focus groups to discuss the results. Mary Alison 
Durand and Paul Lelliott are heading this up. Secondly, 
SCAN itself is currently developing an NHS job plan 
survey in order to find out what the typical job plan 
looks like, to empower annual negotiation of an 
acceptable job plan and to establish national norms and 
identify extremes. The work of both groups will inform 
and support Regional Representatives in their role. So, if 
you get an invitation to participate in either of these 
investigations, please do take part. 

Finally, the proposed new College Divisions will, at 
least in England, probably be larger than they are at 
present, and have greater responsibility and authority It 
will be important that each College Divisional Executive 
Committee has a representative from the Substance 
Misuse Faculty sitting on it. If you are a Regional 
Representative, or if you are a member of your Divisional 
Executive Committee, you can make contact with local 
Divisional chairs, raise the issue and so help give 
Substance Misuse the place and high profile it deserves. 
Perhaps some Regional Representatives would consider 
taking up the role, or at least finding someone else from 
their area to do the job. 
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TIER 4 RESEARCH 


COMPETITION 


Research on residential 
treatment for drug misusers 
in England 

By Dr David Best, Research Manager, NTA and Dr Ed Day, 
Consultant Psychiatrist and Senior Lecturer in Addiction 
Psychiatry, Queen Elizabeth Psychiatric Hospital, Birmingham. 


THE rationale for this 
programme was the NTA 
waiting times initiatives. 
Waiting times for drug 
treatment were reduced by 
more than half from 
December 2001 to October 
2004 across modalities, with 
the exception of Tier 4 
treatment - inpatient 
treatment and residential 
rehabilitation. Here the target 
was not met nationally in April 
2003 and again in April 2004. 

This prompted more 
general concerns about what 
is provided in Tier 4 
particularly around in-patient 
detoxification across England 
and how the extent of need 
for Tier 4 services was 
determined and how 
effectively it was 
implemented. This led to the 
NTA commissioning a review 
of current in-patient 
detoxification (IPD) provision 
(carried out at the University 
of Birmingham) and 
conducting a needs 
assessment of Tier 4 provision 
(carried out by the NTA). The 
two projects were 
supplemented by an 
assessment of good practice in 
the commissioning of Tier 4 
services. 

Both projects were 
undertaken through the 
Autumn and Winter of 2004. 
Both highlighted the lack of 
consistency in the 
commissioning, availability 
and implementation of 
residential treatment. 
Specifically: 

The review of IPD found 
that: 91 of the 129 units 
contacted (71%) replied to the 
survey - 24 from specialist 
services, 33 in general 
psychiatry units and 18 
providers based in residential 
rehabilitation units. Although 
it is estimated that around 
10,000 admissions took place 
in 2003-4, around 40% of 
these were in non-specialist 
units, which have been 


previously demonstrated to 
result in less effective 
outcomes. There are clear 
differences across the provider 
categories in the levels of 
staffing, the adequacy of 
medical provision and the 
levels of outcomes achieved. 
The authors concluded that 
there are inadequate levels of 
delivery and huge 
heterogeneity in both type 
and quality of delivery and 
poor integration with 
rehabilitation and aftercare. 
There were also surprising 
limitations in the provision of 
harm reduction interventions 
and screening for blood-borne 
viruses. 

A similar heterogeneity 
was reported in the 
commissioning and 
management of services in the 
NTA Tier 4 needs assessment. 
Each data source indicated 
clear under-provision of both 
in-patient detoxification and 
residential rehabilitation with 
the overall conclusion that 
levels of each need to increase 
nationally by around one-third 
by the end of the current drug 
strategy (in 2008). 

However, the regional 
picture is extremely 
inconsistent with marked 
variations in both waiting 
times and perceived 
accessibility of services. 
Integration of services, 
preparation and aftercare 
were all identified as major 
problems by commissioners, 
users, carers and providers, 
and there was a general 
perception that Tier 4 
provision does not currently 
address either the volume of 
need or specific categories in 
need of this form of 
treatment. 

The likely increase in 
capital funding will present a 
major opportunity for 
addressing this problem, but 
only if the planning and 
management of Tier 4 services 
is enhanced dramatically. 



Write a fitting statement in the speech bubble in Hogarth’s Gin Lane 
and be in to win a £20 book token. 

Entries to: “SCANbites, 5th Floor, Hannibal House, Elephant & Castle, 
London SE1 6TE by 27 May 2005 

This competition is open only to registered SCAN members. 
Members of the SCAN team are not eligible to enter. 

The SCAN team will judge the best speech bubble based on humour 
and poignancy. 



Congratulations to renaissance man, Dr Ron Alcorn, for 
coming home first. Ron was kind enough to journey to the 
Elephant and Castle to collect his prize from 
the SCAN office and submit to a shameless 
promotional photograph. He passed the 
book voucher to his team for a book of 
their choice for the department. SCAN is 
pleased to see that altruism is alive and well. 

Dr Ron Alcorn, Consultant Psychiatrist, 

Adolescent Addiction Services (ASATS), 

East London, accepting his crossword 
prize at a gala prize giving ceremony. 
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NEWS 


Advanced training position 
at Royal Prince Alfred 
Hospital, Sydney, in Drug 
Health for UK addiction 
psychiatry SpRs 

A POST with Prof Paul Haber is 
available to UK SpR Psychiatrists 
interested in broadening their 
substance misuse training. It is either a 
6 or 12 month post, usually starting 
January or June, in Sydney, Australia. 

The types of experience to be 
gained with this position would include 
ambulatory management of opioid 
dependence, alcohol use disorders and 
other substance misuse disorders. 

There would be some opportunity 
to participate in clinical research and 
teaching, and gain experience in 
working with a multi-disciplinary health 
care team. 

The RPA Unit is an academic drug 
and alcohol unit on the site of a major 
teaching hospital. Accordingly, there 
would also be opportunities to 
participate in a range of busy 
consultation-liaison services. 

These include the obstetric service, 
the Australian National Liver Transplant 
Unit (and associated general 
gastroenterology and hepatology 
services), pain management service, 
emergency department, psychiatry 
services (which includes involuntary 
inpatients, voluntary inpatients and 
outpatients and community mental 
health services) and other specialist 
services. 

On-call would probably be required 
for the drug health service, but this is 
not particularly arduous, with an 
average of 1-2 calls per night and very 
rare call backs. Psychiatry overtime is 
usually available if desired, but would 
be negotiated and funded separately 
with the psychiatry department. 

There may be potential for an 
immediate appointment, but in general, 
clinical appointments are made on an 
annual basis according to the calendar 
year. 

Contact: Paul Haber MD FRACP FAChAM 

Head, Drug Health Services Royal 

Prince Alfred Hospital Camperdown, 

NSW Australia 

Tel: +61 2 9515 6419 

Email: phaber@mail. usyd. edu. au 


Disclaimer: SCANbites does not contain official practice 
guidelines, nor is it an official information source. Therefore no 
liability is accepted for any loss or damage caused due to any 
action/inaction taken as a result of its contents (except for 
personal injury arising directly due to our negligence). 
Copyright in SCANbites belongs to the publishers and its 
licensors. All rights in SCANbites are reserved. 


Harm reduction abandoned 

THE United Nations Office on Drugs and 
Crime (UNODC) has been forced to 
abandon its campaign to reduce AIDS 
transmission by harm reduction 
measures including needle exchange 
after threats from the US government to 
withdraw funding. Rates of HIV and 
Hepatitis C are expected to rise as a 
consequence. 

The US is a major donor for UNODC 
and other UN agencies and under its 
current administration opposes any 
programme that is not abstinence-based. 
UNODC has agreed to remove 
references to harm reduction and 
needle/syringe exchange from its 
documents, websites and publications. 
UNODC has been an important partner 
in the fight against HIV/AIDS among 
vulnerable groups and a strong advocate 
for improved HIV and drug policy. 

The shift in policy will have serious 
implications for Britain, which remains 
committed to harm reduction 
domestically and through aid 
programmes funded by the Department 
for International Development. 

• Source: The Observer, 6 Feb 2005 

Change in NHS prescribing 
regulations 

EFFECTIVE from 14 April 2005, a change 
in NHS prescribing regulations allows for 
instalment prescribing of diazepam for 
the treatment of drug addiction. 

The Instalment dispensing 
prescription form can be used only for 
the purpose of ordering the supply by 
instalments, the period of treatment is 
not to exceed 14 days, and the prescriber 
must specify the number of instalments 
to be dispensed and the interval between 
each instalment. 

Guidance, including the type of 
patient a prescriber may wish to consider 
this new option for, is available on the 
Department of Health website at 
www.dh.gov.uk 
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EVENTS 


NATIONAL 

Royal College of Psychiatrists' Annual Residential 
Meeting of the Faculty of Substance Misuse 

5-6 May 2005 University Arms, Cambridge 
Themes: 5th: Neurobiology of addictions, 6th: 
Ethics, society & treatment. Speakers include Prof 
Trevor Robbins, Dr Eilish Gilvarry, Dr Daphne 
Rumball, Prof Colin Drummond, Dr Nora Volkow, 
Prof Chris Cook. Contact: College Conference 
Office Tel: +44 (0)20 7235 2351 x 145 
pcornell@rcpsych.ac.uk 

4th Annual Addiction Psychiatry Meeting for 
Specialist Registrars & Newly Appointed 
Consultants 

9-10 June 2005 Francis Hotel, Bath. Cost: TBC 
Speakers include Dr Owen Bowden-Jones, Prof 
Colin Drummond, Dr Emily Finch, Dr William 
Shanahan. Flyers and programme available shortly. 
Contact: Amy Wolstenholme, SCAN Administrator 
Tel: +44 (0) 20 7972 2277 scan@nta-nhs.org.uk 

Royal College of Psychiatrists’ Annual Meeting 

20-23 June 2005 Edinburgh International 
Conference Centre Contact: College Conference 
Office Tel: +44 (0)20 7235 2351 x 145 
conference@rcpsych.ac.uk 

SCAN National Conference 05 

29-30 September 2005 Bosworth Hall Hotel, 
Warwickshire. Contact: Amy Wolstenholme, SCAN 
Administrator Tel: +44 (0) 20 79722277 
scan@nta-nhs.org.uk 


REGIONAL 

West Midlands Addiction Specialists’ Meeting 

Dates for 2005: 28 June, 27 September. This 
meeting includes any doctor working in a specialist 
capacity in the addiction field in the West Midlands. 
Contact: Rachel West r.l.west@bham.ac.uk 0121 
6782356 

South West Substance Misuse Specialists’ Group 

22 July 2005 Venue: contact Dr Barnes 
The group meets quarterly, usually at a venue 
central to the region. A lunch is followed by a 
formal business meeting and an opportunity for 
education and informal networking. Contact: Dr Jon 
Barnes jon.barnes@sompar.nhs.uk 

London Drug Dependence Consultants' Group 

The LDDCG meets quarterly and its constituency is 
London addiction consultants. It is chaired on a 
rotational basis and is convened by Professor 
Hamid Ghodse. Contact: Professor Hamid Ghodse 
hghodse@sgul.ac.uk 



Royal College 
of Psychiatrists 


czza 

National Treatment Agency 
for Substance Misuse 


SCAN is funded by the Department of 
Health and jointly supported by the 
Department of Health, the Royal 
College of Psychiatrists and the National 
Treatment Agency for Substance Misuse. 
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